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This paper describes a aethgd fcr defining the 
universe of coBpetencies expected of. a general^ internist. This vas 
accomplished by defining the'n^tare of the medical practice, ; " 
describing the internal 'medicine content in terms of subspecialty ' 
divisions and general areas of competence, and defining a format for 
describing competencies. The format for describing competeAcies used 
involved defining six categories of knowledge, skills, and attitudes: 
(l)knowledge, (2) skills ' (technical and psychosocial), (3) synthesis, 
(4) .management^ (5) research^ and (6) education. Included are a\ 
number cf suggested procedures and, examples highlighting how . \ 
procedures can be incorporated into other, curricular efforts. (B8) 
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An essential assumption in most criterion-referenced 
.methodology discussions is .that, there -.exists a defined uni-' 

verse of expected competencies or objectives to which the - 

test results can be generalized, .m curriculum developjnent 
the issue is expressed in terms of a written description of 
the program objectives. . Few disciplines have these. This 
paper describes an effort, following the .traditional instruc- 
tiqnal systems approach, to develop,, a curriculum document 
for- an, internal medicine. residency. Included are a number 
of suggested procedures and examples highlighting how the 
procedures can be Incorporated into other curricular effort^. 
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Much has been said of late about criterion refereiTced 
testing. (1) An essential assumption in most of these test 
methodology discussions is that there exists a defined uni- 
, verse of exjbected competencies or objectives to -which the 
test results can be generalized. Jn the health professions 
there are only a few fields' in^which curricula are sufficient- 
1^ defined, to' meet the-t,esting assumption (e.g., 2,3). The 
asstimption is even more tenuous when techniques other than 
cognitive tests are^ incorporated into 1;he assessment brew. 
In assessing the. clinipal com^petence of a physician, for ex- 
ample, simulated .patient encounters, observations of perform- 
ance, reports from peers and patients, and audits of patient ' 
records as well as traditional cognitive tests, all require a 
defined universe to which saippled performance is to be referred. 

Viewed cfrom the perspective of curriculum development, 
the expected competencies of A health professional are implied 
by- th'e ct>nteiit of the selected textbooks and journal Jl ' Ll i Llw , 
^the scfieduling oE prec^ptorships' and student involvement in 
clinyfalr-fcraining experiences: Howe^fer , curricular documentsi^* 
incorporating*' a written' description of; expected competencies4» 
are extremely rare* VThese documents would be the same ones 
needed for the testing assumption. 

, 'With the increased emphasis on educational accountability, 
particularly in the^ health jjijofessipns, many programs aire' un- 
dertaking curriculum revisions whicji incorpoi:ate def ining^ex-^ - 
pected competencies. ^ • The most difficult task in n:hese ef^rts 
is delineating the limits bf th^ field. A typical approach^^in- 
volV^^s classifying' content and performance into behavioral ob- 
jectives for knowledge, skills, and ^attitudes consistent with' 
the. Taxonomies of Educational Objectives* (4,-5,6)/ Com|non text- 
, books irv the -health professions, particularly medicine, contain 
thousand^ of pages crammed with content. Picture writing at 
least 50 behavioral objectives in the Magarian jstyle for each 
paig^. ^(7) Having completed such a task it is unlikely the ob- 
jective^^ would be mo^re enlightening -than reading the textbook, 
to- say nothing of the psychic energy consumed in the process. ^ 



, In most health disciplines* the' range of content ^and 
skills^makes such a classification nearly insurmountable. 
After many furtive attempts . beginning with th^ taxonomic 
classifications, we devised a methodology for - def iniag* the 
universe of competencies expected of a general -internig't. - 
This paper describes that method as part of a general -cur- 
riculum development approach, and' provides some recommenda- 
tion's- ^or its use in other disciplines. ^ 



^ . ' . ^ , METHODS " • 

Setting . . ' ' ' . 

Tbe Department of Iviedicine' at Michael Reese Hospital and 
Medical Center and the Educational Development Unit of, the 
School of Healtli Sciences formed a '6-member ad hoc committee 
ccpmposed of generaL internist^, sub-specialists in various 
fields of Internal Medicine/ and educators to review the ex-, 
isting curriculum^ of- -th^ general Internal Medicine residency. 
The residency has been in ^existence for over 50 years and in- 
volves^ three year-s of required and 'elective rotations in ' the 
major medical subspecialties, and health care delivery areas 
(e.,g. , hospital, ambulatory care, emergency room) , Appro.xi- 
mately residents are admitted each' year. Traditional resi- 
dency training me/thods are xised: there are patient care ro- 
tations in each of th^ medical" subspecialties; there are c^se 
conferences, gran^ rounds,- chart, rounds, and other formal con-r 
/ ferences for learning patient c&re principles and medical con- 
tent; and attending staff and fellows teach all residents, with 
Senior residents responsible for guiding theii^punidr counter- ; 
parts. ^ The program has a reasonably good repbtation 'in the 
community of internists, haviVig over 40.0 af)plicants fof 'the.30 
first-year .spaces. However, as with all long standing residency 
programs, written curriculum descriptions -arfe' curspry at best, » 
and do not contain clear definitions of expected competencies 
for 'the residency. • ' _ ^ 

Procedures ^ ' • ^ * ■ v*^' 

The (Eommi^ee began in February 1976 meeting w^^ekly. Since 
* the initial meetings the working mode has* evolved into three 
formats. ' , ' ' ^ . • * 

^ ■ y- - •• 

Format a . Competencies defined, as sp^cific^ to m^dicg^L 
subspecialties (i.e., hematology, cardiology, etc-1 are ini- . . 
tially .defined by the respective subspecialty di^^asion staff 
with help from the chief medical resident, and an 'e^^ucator . ' 
Their efforts are reviewed and modified by 'the comirfittee with ' 
continuous* input from subspecialista "and general iiVternists. , 
The resulting documents are reviewed ^y 'a group, ,.of v"res;idents 
representative of each residency year and group Of -interni3ts 
in" general practice. Finally, the documents are forwarded to ', 
the department for review, approval and^ adoption.. 



Format b . In the general content and performance areas 
(i.e., those .clinical competencies that' cross over specialty 
lines, or . are, non-clinical) the committee generates descrip^ 
tions of competence either, by drawing upon the expertise iji 
the- committee oj^ by obtaining consultation from experts in 
the specifia^area (i.e., legal, psychiatry).- The review and* 
approval process follows the same.»steps as- in* Format a. 

Format c . Much" of the initial discussion concerned de- 
fining how to proceed with, the overall task. Usually, lihe com- 
mittee chairman, an educator, would suggest a format or.»strat- < 
egy. for the task or encourage others to propose iSeas. Inevi- ■ 
tabily, there were , frustrating dead end discussions; but, as • 
the. group developed;, the committee has asked the chairman 
serve as recqrder, returning to-^bsequfent meetings with a 
draf6 of what ha^ been discussed j^or further debate.- The re- 
sults of these efforts .were not reviewed .by -others in the man- 
ner of formats, a and b; but they provided tlie subspecialty -ex- 
perts and reviewers a fxainework for their activities. Of course, 
.the use of the materials and definitions served as an informal 
review process. ' • * . ■ " . 

The three- formats have been- intertwined over the year with 
format c emphasized during the first six to. nine months and * 
formats a and b predominant at other times A typical meeting 
begins by reviewing the prior session and reporting on progress - 
m -working with /the subspecialties. ' Along^with group mainten- 
ance activities this takes ^about if ive minutes . The remainder 
of the meeting usually is devoted to discussing competencies in 
one subspecialty or one general airea.. It requires between , four 
and five sessions to review, revise, and agree upQYi competen- 
cies for a gvibspe cialt y and betv^een three and six i^essibns for 
the ge;ieral areas.- - : 

At the outset the committee was well aware that department- 
al acceptance of their work depends xipon educating and periuad-' 
ing the 3t:aff ^bout their activities and the *pot,ential benefits. * 
Also, the committee appreciated the. sensitive nature of their 
efforts: They realized th^t/asking th^. medical staff to par- 
ticipate in definpLng the resxdem^objdctives could be interpret 
ed as challenging the quality of tK^— pi^gxam. and specif ically 
the. teaching competence of the staff • Keeping these cojiceri;is 
in , mind the committee has been very careful, to maintairi^ a low' 
profile and let results persuade the. staff. ' • 

RESULTS ' . ' ^- ' ' 

The committee, agreed upon a five-phase approach *to its'; ' \ 
task, ^Jftetty much following traditional instructional sy^t^ms- 
methodology (8) : < ; , - 



1. Describe the expected competengies of the 
general internist completing the .Miphael 
. Reese Residency. 

V • . 2. . Develop, and i^mpiement an evaluation method- 
ology to assess the pr^ogram and whether res- 
' . „f idents atr the end, of the program achieve 

' — ^ Nvunber 1. . ^ ' 

3. .Review the existing tesidehcjy' j^rogram by as- 
sessing its potentiqil to hfelp ^ residents " ] 
achieve Number 1; • r.''. \^ , 

--^4* Recommend ',^hd" implement ^changes in the exist- 
ing residency "program; • • 

> " • ■ - * ^ * - 

, ; 5. ReyJLse expected competencies, evaluation meth- ' 
odology, and 'the residency pr'ogfam tp incor- 
porate new approaches, concepts or 'Coritlngen- 
^cies in th,e ti^ainirig of general internists. 
/ . ' ^ . ' 

As of this writing, the^ committed has focused almost ex- 
clusively upon Phase 1, describing the expected competencies. 
However, before discussing the methodology devised for Phase 
1 a brief explanation of the thinking for the other phases* may 
be^ helpful-. ' « , ^ 

. Phase 2 - Evaluation Methodology .^ ,The Coiumittee has ac-- 
cepted the concept that ^.evaluation of the residency should for 
cus primarily on two* areas :^ the program impact upon resident'^s 
performance, and the quatlity of the teaching/learning activities.. 



j!nciwic:i*u5> i^Kj mcaaujLcui 4,11 dtstitstisiing cne resiaencs' perrorman< 
An* "evaluation design h«V not been selected for program evalua- 
tion* We anticipate adopting one of the popular curriculum ^' 
evaluation ^approaches with appropriate adjustments to bur needs. 

Phase^S - Review Existing Residency jprograms 

'Department ^taff and chiefs of subspecialty divisions have 
been involved in defining expected competencies^- The plan is 

:^to return sequentially to each subspecialty division with the' 
agreed i^on competencies and help the' division staff review the 
present ro^atipo^. We anticipate mos't will 'rise to the odcasi.on 

.Whil^e .a few will, u§e^this. opporttiriity *to expand territory or * 
resources or add this experience^to their fodder in fighting 
against educational cfha^nge. ' ■ 



Phase 4 , Recommend and implement Chanties . 



Consistent with^the committee Vs .philosophy of a low profile, 
/tecommendations will be. forwarded.. to departmental" committees and 
■< staff for approval befofje implementation. Whenever possibly 



pilot testing will preced-e some of the 'approval process to ' • 
provide practical results for staff . discussion; ImplemenJ:- 
ing changes will follow the same cooperative efforvts described 
for Phase '3. . 

♦ 

Phase 5 - Revisions 

, . • Incorporating revisions in 'an established program depends 
on the nature of the program governance aAd the revisions. 
Clearly, we are^ assuming that efforts ^to l*ve the* department 
take ownership of the . curriculum plan should facilitate future' 
program revisions. \ 

' Describe Expected Competencies Phase 1 , , • 

The committee has struggled with/ three issu-es in defin- 
ing expected contpetencies : (1) Wh^t^is the nature of the med- 
ical practice anticipated of graduates? (2) How to describe 
the content expected to be mastered' in the residency?" (3) How ^ 
to define and format the knowledge, skills, and attitudes ex- 
pected of internists? ' \ ' ' ' . 

• 1. Nature' of the Medical Practice • ^ ' - ' 

( 

•The simplest definition of the expected ^practice, conditions 
of our graduates is to say "he/she will practice medicine just, 
like. the^ medical staff at Michael Reese." Beginning with carfe-^ • 
ful introspection and critical analysis^ of stereotypic oolleagues 
we concluded that the "good" general internist trained in'the^ ' 
M^ichael Reese R:esidency would' have the following practice condi- 
tipns: an .urban private or joint practice- with a hospital-based , 
.focus, |)rimarily employing tertiary c»re 'facilities and belying 
'Cipon house staff fof day-to-day inpatient care, davelo{iing a ^ , ' 
network 'of subspecialty fcon^ultants with which th6 general' in- 
tfernist es^sdly communicates and when usesd for- patient ire'^ferral 
the ihternast retains responsibility fox cobrd^nating the pa\ . 
tient's qare'-, and^' having the capability of managirig most^^^patient 
problems Including many of the uncommon diseases with minimal con- 
sultation froiti svibspeGialisfes.^^ The commi1:tee deliberated §bbut 
the availability of specialized laboratory facilities and the 
internist 'd^abi3.ity to p^rform^ some ot the less" common procfedures : 
They.concluped that each practice setting will place, special de- 
mands on 'th|i^intelrnist*f .talehtjS and to define practicfe. emphar 
sis more rif idly would not b6 helpful. Instead, the ^committee 
decided th^it^.the' interhists* shc^iild have learned in'* t;he ftesidency 
how to ^icquftre the ^apdi'tionar talents through 'continuing education 

^ Description of Internal Medicine Content " ^ 

. The committee ^e3i|)lored al1;ernative descriptions\of the^whole 
field bfo'intj|rnal Medicine^ Of particular i^teirest' were the 
approaclqes taken by Hiss and Vaneslow '(10) and^'the- American • • 
Board pf^Pfediatrids ^(11)1 ^ Purin^ the committee's work," the- Am- - 
erican-'Board .of Int^ernal Medicine publishe4 guidelines for res- 
idency programs/' (12) The committee realized that their initial 
irf8ti3^cts^ about' th^ importance of subspecialty *dd\^ision$ also* 
^iapplied 1:o^*de3cribing :the internists^ competencies. In 
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3. Definitions and Format for; D^spTibing Competenciea 



A major -obstacle to; curriculum development can be con- 
str^ucting a format to display the c'urriculum that is sim^ple to 
.Ujse and does ^not distort 'thie .philosophical founda'tions of a 
discipline. "Beginning with the qla^si'cal divisions of know-' 
le^ge, skills, and attitudes, we evolved six categories for ^ 
this curricular display: . ' - ^ 

1.^ Knowledge . 

2/. STcills, ' ^ ' r ^ , 

4 # ^a. Technigal -skills,- ^ 

B. Psychosocial skills ^ ' 

3. Synthesis ' ' • 

. 4". Management ' * ' * 

5 . Research ^ ^ 

6. ' Education • . • ^..^^-^--'--^ 

1 ' . ■ ! ■■ ' 

' Definitions fpr each are contained in Figure 1.. ' 

'"^ " • . • \ 
A second mc^jor obstacle .can jDe seating curricular objec- 

tives in a manner which communicates . the content while not 

.burdening -the authors or readers' with iWg boring lists. The 

pommittee decided tp use behavior obje||^es followifng Gron- 



addition to describing compe.tencies in all subspecialties, we 
identified a number of general areas which internists must mas- 
ter that are not part of any subspecialty. The precise level 
of mastery was defined for each: ' 

General Areas of Competence 

1. Medico-lfegal concepts and procedures 
^ ' , 2. ^ Medical Vecords and documentation 

3. Governmental and public policies 

4^ Medical consultation - « ° . " \ ' 

5. Heal/th caire deliver]^ modalities and concepts 

6. Office practice management ^, i 

7. Preventive and conimunity medicine < ' . 

8. ^ Public Health x:oncepts~ .• ' * 

Rather than repLicatfe the content from textbooks," the ; 
committee concluded that describing the depth and- scope of 
knowledge or performance in an area could be accomplished by' 
indicating a ref-erence (i.e.,. book, monograph, pamphlet, or ' 
journal article) which- typifies the expected functioning of 
a general internist. The reference need not coverx the whole 
afield or be the traditional-. reference for the subject; but it • 
must copvey -the" sense of the. subject at the level expected for 
the general internist. For 'example, the Red Cell Manual was 
recommended fqr^hematology because it addresses the topics at 
the appropriate level; "however, the pamphlet does not describe 
everything .expected o£ internists. The additional. knowledge ' 
and abilities are described by objectives listed under the sub- ' ' 
speeia±t4r. ' .' • A . • 



lund's format/ A general objective is followed -by a seties of 
specific objectives tjiat refine the, general objective or '^erve 
as examples of expected performance required to -demonstrate 
mastery of the general objective. K13) For example, antemdsts* 
s*hould>-±ie able to: - - 



Evaluate the quality of research studies. 



Cro^tique th^e studies' statisti^alA validity at the. 
level of basic statistical procedures (^^. . x2/'*'t, 
. ANOVA) . - ' V / ^ ' ^ ^ 

b* Analyze the appropriateness* of exp9riVnental ,deslgns " ^ 
including use of contifol groups, s^mplirtg procedurW,. 
and prospective -or retrospective data collection. . ^' 

* * • ' •* * 

c. Deduce assumptions » either: imp^I^ed by the research 
V • Jtiethods or in the study cone I'us ions . ' / 

• ^ ■ 

' di Criticize potential implied tions'^of findings and 
/conclusions .in relationship to accepted medical 
practice/ ^ , . 

^The third obstacle, possibly unique to disciplines with, a 
■heavy emphasis on problem* solving tasks,, is' dif ferentiai:ing be-- • 
tween activiti^^s expected to be performed under the guidance of 
experts or with access to irefereiic^ materials and activities 
which should ^^e^performed without: help. in medicine these limits 
are fuzzy, particularly between general medicineyand the sub-- 
i^pecialty area^. 

^ ^ The committee decided upon two means of clarifying 'the 
limits of expertise;. For management of disease, diagnosing 
pa;tient problems and general patient care, the competencies ' ' ' 
are separated into three categories: (1) performed totally by 
an iaternist; (2) performed by the internist but utilizing . 
consultative support; and (3) performed by "a consultant with- 
an internist coordinatind overall patient caire. For example, u 
in Pulmonary Medicine, the' ^neral internist (not subspecialist)- 
should be able to diagnose infectious pneumonias caused by 
pneiomococcuis, staphylococcus, common, gr^m negative bacteria, 
anaerobic b'acteria and viruses but are not expected to obtain 
a diagnosis for ^infeqtious ' pneumoni5i«^when it requires a spe- - 
cialized procedure such as bronchoscopy. Or, pulmonary infec- 
tions should* be routinely managed by general internists . except 
xt th.ey occur in iitununosuppressed "patients or ,are complicated 
by respiratory failure. , For these, the internij^t can rely • 
on the initial and- subsequent support of a. consultant . 

^ For medical knowledge >the committee defined four categories 
of understanding: (1) aware that the entity exists and is 
associated with a particular disease •condition; (2) able to^'-de- 
fine the natural history of the disease 'or ^coniditions, initial 
treatment requirements, - clinical manifestations, important lab- 



oratory f indin^gs^ and associated clinical condition; U) able 
•to describe the durrently accepted pathophysiological mechan- 
isms; ^nd (4) Able to recognize tH^ histopathplogy -of the dis- 
ease or condition. For • example , for ^ome rheumatological dls- 
- eases like Lofgren's syndirome, Whippltes Disease, hemochromato- 

, SIS and -nodular synovi^is^,, the internist should be aware of ' 
their existence and dssodiated conditions. On the o^er hand, 
an internist. should be able to descrdjse the pathyphysiology of 

^■gout, rheumatoid arthritic, neuropathic arthopathy, among other 
conditions. » f ' ^ 

^ • . DISCUSSIONS 

• As the' complexities of bur' society^ increase, there is a 
' tendency to centralize decision-making abotft education and 
^health care. Witness the increased federal influence upon' 
what was locally determined, medical sehooi admissions policies, 
curriculum requirements and graduation conditions^ Or, watch 
the maneuvering for control of the Health Systems Agencies in- 
• tended to coordinate the federal infusion of money and ideas 
into local health care establ j.shnients . The educational 
search community has followed 'the same pattern with near total 
dependence on federal funding of projects having the requisite 
attached strings 'and encumbe^rances. ° The curricular development 
effort deseribed here markedly departs from this trend. The 
fqcus is:, one hospital's residency program; the personnel are 
the existing hospital staff; and the cost is their time and 
energy plus ^minimal secretarial support; Outside funds and 
influence have been nearly .non-existent. Except to comply with, 
accrediting requirements, the methodology j was initiated to "hieet 
practical n^ds of the institution/ How can this experience 
contribute to other curricular efforts^ ■ 

The .answer lies with two^ activities: * clirricular develop- 
ment procedures wjhich fost'fer portraying as accurately^ as feas- 
ible the content to^ be mastered in tlje^residenc.y;' and strate- 
gies implemented to help the department take ownership o^ the * , 
>curriculum» development process and its^products . 

V* 

Following Schwab's conception of The Practical (14), with 
Westbury's modifications {IS) , the ccaranittee was careful to^make 
sure that .the' descriptions^of ^competencies reflected "the pat- 
tern, order, method, structure'^ rof Internal Medicine and be- 
come what Westbury calls the "syntax-in-use" of Internal Med- . 
icine. Searching for the demarcation boundaries within the 
fieltf^of nledicine 'was an important curriquliim development £^ro- 
cedure ^e performed in \hls prbgram. By applying the "syntax- 
in-use" of our situation, a subspecialty emphasis and refer- ^ 
ences to define cont:ent ' liltdrcg', we also enhanced the growth 
of departmental own^rsh;ip* For example, ^ the depar^ent staff 
routinely* function in a,, subspecialty frame-of-refefence^ and 
have had littlfe difficulty incorporating the 3?esult;s into *their; 
thinking. Iri fact, one division chief has already used, the 
defined competencies of his discipline as /the minimum accepta- 
ble entry level in screening prospective fellows, 



Another contribution of this curricular effort- which 
should have general appligation "is the classification bf 

. categories required. tQ define expected competencies, ft-he 
terms,- knowledge, skills synthesis,' management, education 
and research have become convenient handles for organizing • 

'our thinkirig about curricula genetally, and particularly 
for residendy prograrps. In our efforts at describing a gen- 

,eral surgerYl residency, for example, we havfe used the cate- 
gories wifehbut modjification. ^ . ' , 

\ ' . s ■ \ 

-Finally, the .difficulties in designating "limits to ex- 
pertise were addressed and resolved by expecting different 

^levels of understanding or- us^e of consultants. . TheSe levels 
worked well- for all subspecialty areas and also the general - 

^-topics. . , / 

' ^> ■ . ■ '.1 " 

The committee , format -and calling in of .experts f or t esti- 
mony about their field is not hew. One of the earliest^com- 
pfehensive curriculum projects ^n medicine at the Abraham Lin- 
cola School' of Medicine, 'University o-f Illinois (2) used this 
approach. Howevet, the efforts reported h&r^ differ dn that 
the experts are intimately involved in 'the first stage of gen- 
erating the content without having to submerge their parochial 
interests. They freely express their iaiases in representing 
their subspecialty and do not feel they serve as a representa- 
tive in creating a jbint multidisciplinary p^kage. Their 
"advice stands accepted in thei'r dlshipline and only is chal- 
lenge# Vhefi the expected competencies may not be apptsigriate 
for- a general internist's practice of medicine. We hive pur- 
posely avoided discussing how the subspecialist should teach 
the needed abilities, in oYder-^ circumvent disagreements on 
the number of weeks "or months' of - rotation required in each sub 
specialty. 'Hopefully, that issue will 'be discussed in Phase 3 

In thinking back on this* curriculum development effort; 
two feelings stand' out. ' The amount of tim^ psychic energj^, 
and dedication required, to reach, this goal may explain why few 
have attempted it. And, all. those wh6 Encouraged its effort 
or acted as nay-sayerg while' sitting on. the sidelines, may be; 
an important stimulus for perseverence. ^The second dominant 
feeling is frustration. Each search of 'the curriculum devel- 
opment literature ^jEot guidance found few guideposts.. In the . 
few instances where constructive ideas 'were apfiarent, 'the re- 
sources in^anpo.w^r and money anticipated for the tasks negat- 
ed our considering their adoption. ^ Hopefully, this paper can 
encourage others to report their , curricular struggles ' and coh- 
tribute to defining a coherent direction in curriculum devel- 
opment for the health care professions. i 
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INTERNAL MEDICINE RESIDENCY PROGRAM ' 

Figure 1: Definition of Concepts 

/ - ■ .. • ■ • . 

shourrk'"!^!'^^;' completing 'the program i'n Internal Medicine 
e^a^lat?^^tIH ^^""^-^ ^ ra te : co;npe terrc^i n the clinical 
abin ?n ^"^.'"^"^aement of patients, an understanding and 
f«r VnL- P^'^[°'''" -r""':^^. and an interest and preparation 
for continued learning. Spec if i c def i n i t ions for these attri 

svnlLlu '^^'"^V"'^'"" headings: knowledge, .skills ' 

synthesis, manageTrtent, research, and education. 

1 . Ktaowl edq6 ' ' ^ . ' ' 

,, * . 

» Knowledge fs defined as the abili'ty to recall infor-- 

rpation and comprehend important concepts. Medical 
• .kiiawledge as used here refers to understanding physica'l 

■knlf'r f'!!' ^y^F^-^s diseases. For^ each system, 

knowl.edge_of-th£ basic or common diseases which occur ' 
IS essential. This includes an unders-tand i ng of thi 

■ general diagnostic approaches, the pathophysiology, 

the natural history of the disease and effects of inter- 
.vention,. and the treatment options. Knowledge in the 

, psychosocial doma i n ' i nc l.udes familiarity with basic 
theories o-f, pe r sona 1 i f y (normal and abnormal), soci*- 

. economic factors affecting human Uehavior, and. behavioral 
characteristics of patients and families. 

I'. Skills / - 



^ Skills are defined as the observable performan-c^ of 

acquired-behavior. Medical skills have three character- 
istics: -reliability, Efficiency (in terms of both speed 
and appropriateness.),, and conip 1 et enes s of performance^. 

Two types of skills are apparent whert considering medical 
performance: technical skTMs •r.equ i r i ng physical actions 
and verbal interaction wi,th^ the patient;, and psychosoc ial 
liij_M_s, requiring verbal and non-ve.rbal i nteractiOn. ~ 

A . Techn i'ca 1 Skills , ' • - 

^ Technical s^kllls are demonstrated in data acquisition 
and In care'ful application of treatments designed to 
affect desi red outcomes for t'he patient. , In data^. 
• acquis! tlon, ,t]>e pTrysJ c'i a n pe r f o rms . p rocedu r e s tradut- 
ionally classified as history taking, physical examin- 
ation, and laboratory procedures. Obtaining relevant 
history is dependent on skill in selecting and posiJWK 
questions. The re Uab 1 1 1 ty of the data Is, in turn,"' 
. .affected by: how the.pat,lent presents' information 
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^ ■ 

^ available from- prioV or collateral' sources, and," most 
importantly, the rapport es-tablished between patient 
and physician. All of these • fac to'rs must be considered • 
when measuring the ,phy s i c i an • s reliability,' efficiency " 
and cotopjeteness in history ta.king., Measuring perfor-' 
mance In physical examination and laboratory procedures 
is. affected by similar considerations. Technical skills 
applied »n treating patients are primalrily demonstrated 
in the proper preparation and use of equipment and pro- 
cedures involving physical contact with the patient. 



B . ' Psychosocial Ski 1 U 



^ Psychosopial skills include understanding the individual^- 
patient s behavior, es tab l-i s h i ng rapport and communi- 
cation with patients. -Effective under s tand i ng of patient' 
behavior is demonstrated when a resident can' accu rate 1 y 
describe the patient's behavior and explain obvious - 
underlying causes.. When rapport is es tabl i shed wi th a 
patient, there should be a feeling of trust, openness, 
and comfort in the- re 1 a t i onsh i p , and^ the patient should 
be able to express his or her feelinge easily. The ' 
critical -.communication skills, in addition to the techni- 
cal sk i 11 s J nvo 1 v i ng verbal acquisition of data, are an 
abijity.to recognize non-ver'bal cues- and ma i n ta i n '^'rappo r t 

- during Interactions with the patient. 

* 

Syntbes 1 s ' . ' ,. - 

Synthe-sis Is defined as the process of combining facts- (data) 
to form a complete -and coherent understanding of what is known 

Medi-cal synthesis is the. process of collating data into a 
I ist of ^problems each at the irighest level oT refinement 
consistent with available kjiowledge, » The most refined state- 
ment of a problem Is a diagnosis. 

Three elements are key, In this process; recognition of datum ' 
or toTlected data- which constitute diagnostic clues; juxta- 
position of these diagnostic clues, wit.h known d isease , chva ^- 
ac\erlstlcs to identify differential diagnoses; and systemic 
'^oU^ectlon of addl 1 1 ona 1 ^ata to reach a def i ri i t i ve d i agnos i s . 
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I V . Managefrfen t , 

Medical -m^nagernfent \s\he coord ! na t'i on • a nd direction of 
comh? • '"J ' "•'^^ upon^e? ec iveiy 

mS5 caHon. r n'r^iJi''^""^^''^ and. therapeut ic t.chnlq L. 
' heaUh I^r^' f ^t^^^^ resource^ to attain an opUmai ^ 

• ■ vo?!pJ ^ P^tjent. There are six elements in- 

volved.n management: 1) knowledge of the patient's ohvsical 

of'hea°Uh"a"n]' Trt - ^ i -nmen ta 1 s ? t ua t i on ; ' % "Jnowl e'd' ' " ' ' 
Of health and pathologic states and disease entities- 3) 

therapeutic techniques, includin e' active use' 

dfsease he ."Jr;r 'l' ^^-P^^'-t i n , und%r s ta nd i ng h s 
disease, the effects of therapy, and his role in the manaae- • 

da'Ja fn^^H-' synthesizing app'i'opr i ate elements of pa tent 

' data into diagnose^ 5) applying and modifying therapeutic 
regimens to maximl^the effects of therapy, 'and 6) appro- ■ 
L °^,^°"="'tants and various health care resources; 

(a^ knowing who, when, and how to obtain consultation 
d^tionsl!"^ '° eval.uate and use consultative reco^men- \ . 

V. Research ^ ' ' ' ^ 

Research is defined las critical investigation or experi- 
' re^UIon" tihe-discovery of knowledge, validation or 

[hrvI??H-I P'-^^'°"%'<nowledge and theories, es tab 1 i s.h i ng 
the validity of previous findings, or the practical appli- 
cation of knowledge. Experience in this area would prov de 

■ fi^^^ncf';? ' f = -ssing the quality of research 

a P Ipwf- L appreciating the need to continually incorpor- 
ate new find ngs rnto the pradtice of medicine. ^Vappre 



ann^<i;^?.J-^ importance of participating in research, and k) 
knowtedge!"^ ' °^90ing research to expand medical 



_ 7 * 

Education 



Continuing education is the process of continued learning 
for acquisition and development of sk^ills and knowledge. 
Continuing education helps improve and ref i ne ^pre sent skills 
^o^^s^uV ^ (technical, psychosocial and management, etc.). 
Cont-iBuing education also i ncl udes 'i nvolvement within the 
teac^,ing/learning process as an instructor. In th i s ■ capac i ty 
the resident would be expected to be able to perform all of 
the foMowing: d i dact f c ,teach i ng . clinical teaching, and , 
educa Mbn)' ' ' ' ''^^m^ patients (patien\ 
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